T27. DYSFUNCTIONAL ATTITUDES IN ADOLESCENTS WITH EARLY-ONSET PSYCHOSIS: PRELIMINARY RESULTS
Olga Puig-Navarro* Background: Dysfunctional attitudes such as defeatist performance beliefs (DPB) and asocial beliefs (AB) have been linked to negative symptoms and functional outcome in chronic schizophrenia (Campellone et al., 2016; Grant and Beck, 2010 ) and in adults with recent onset schizophrenia (Ventura et al., 2014) . Adolescents with early-onset psychosis (EOP) are at major risk of having persistent negative symptoms (Puig et al., 2017) but no previous study has examined dysfunctional attitudes in this population. We aimed: (1) to examine if more DPB and AB were present in adolescents with EOP compared with normal controls, and (2) to study the relationships between DPB and AB with symptoms and functioning. Methods: Sample: 15 adolescents with EOP (11♀, age=15.33 ± 1.23) and 10 healthy controls (8♀, age=15.60 ± 1.51), participants in a trial about cognitive and behavioral social skills treatment in EOP developing in Hospital Clínic of Barcelona (baseline data). Patients were under antipsychotic meds. Inclusion criteria: having an early-onset schizophrenia spectrum disorder diagnosed between 9-18 years-old (schizophrenia, schizoaffective disorder, psychosis n.o.s.); being within the 5 first years after the disease onset; clinical stability. Results: EOP and control groups were homogeneous in age (t=-0.49, p=0.632) and sex (X2=0.15, p=0.702). All subjects were living with their parents. Family SES was lower in EOP group (X2=10.69, p=0.030). All subjects but one patient were studying although patients had repeated more courses (t=4.00, p=0.001). EOP subjects had a predominance of negative symptoms (positive symptoms=14.07 ± 3.85; negative symptoms=23.50 ± 13.79; general symptoms=31.86 ± 7.28). Mean score of CDS in EOP was low (3.77 ± 4.76). EOP group had lower scores in all functional measures than controls (C-GAS: 51.14 ± 9.38 vs 93.70 ± 4.45, GF:S: 5.71 ± 1.07 vs 9.00 ± 0.47, GF:R: 5.21 ± 1.12 vs 8.80 ± 0.42, LSP: 67.64 ± 12.30 vs 44.13 ± 3.60; t>6.67, p<0.001). Regarding dysfunctional attitudes, EOP group had higher scores in dysfunctional attitudes scales than healthy controls (DPB: 55.60 ± 19.57 vs 33.00 ± 9.37, AB: 6.67 ± 3.42 vs 3.00 ± 2.11; t>3.02, p<0.006). In EOP, DPB and AB scores were negatively correlated with functioning (DPB: C-GAS r=-0.60, GF:S r=-0.66, GF:R r=-0.66, LSP r=0.65; p<0.002; AB: C-GAS r=-0.45, GF:S r=-0.55, GF:R r=-0.49, LSP r=0.53; p<0.029). No significant correlation were found between dysfunctional attitudes and negative symptoms in EOP. Discussion: These preliminary results showed that adolescents with EOP had higher levels of dysfunctional attitudes than controls. Accordantly to recent literature, defeatists performance beliefs and asocial beliefs were correlated with poorer functioning. However, dysfunctional attitudes were not associated with negative symptoms. It might be that dysfunctional attitudes do not contribute to negative symptoms but in functional outcome in youngs with EOP although larger samples are required. Acknowledgments: Fundación Alicia Kolplowitz. 
T28. QUALITY OF PARENTAL BONDING AMONG INDIVIDUALS WITH ULTRA-HIGH RISK OF PSYCHOSIS AND SCHIZOPHRENIA PATIENTS
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Background: A child's parental bonding, measured using the Parental Bonding Instrument (PBI), has been found to be associated with psychiatric illnesses. In particular, a significantly higher proportion of patients with schizophrenia tend to report affectionless-controlling mothers as compared to healthy controls. This study aims to (i) investigate the applicability of the PBI tool in Singapore, using exploratory factor analysis, and (ii) explore the association between parental bonding, symptom severity and functioning across schizophrenia patients, individuals at ultra-high risk of psychosis (UHR), and healthy controls. Methods: Data from 59 schizophrenia patients, 164 UHR, and 510 healthy controls (N = 733) were collected. The Structured Clinical Interview for DSM-IV (SCID) was used to ascertain any psychiatric diagnoses. Positive and Negative Symptoms of Schizophrenia (PANSS) and Global Assessment of Functioning (GAF) were administered on UHR and patients. Social and Occupational Functioning Assessment Scale (SOFAS) was administered on HC and UHR. Calgary Depression Scale for Schizophrenia (CDSS) was administered on UHR only.
Two exploratory factor analyses of the PBI were conducted on maternal items and paternal items (oblimin rotation). PBI factor scores were calculated for each individual and compared across groups using one-way ANOVA. Multivariate backward regressions were conducted to elucidate the association(s) between parental bonding factors and the clinical scales. Results: Factor analyses revealed three-factor solutions for both maternal and paternal items, with factors 'care', 'autonomy', and 'overprotection'. All the original 'care' items loaded onto the 'care' factor for maternal and paternal analyses. The original 'control' items were split into 'autonomy' (the degree to which children were allowed to make their own decisions, e.g. 'gave me as much freedom as I wanted') and 'overprotection' (e.g. 'felt I could not look after myself'). Fit statistics suggested a good fit for both maternal items and paternal items (CFI > 0.9, TLI > 0.9). UHR were 1.61 times as likely to report affectionless-controlling mothers (OR = 1.61, 95% CI: 1.13-2.30, p = .008) and 0.52 times as likely to report having optimal mothers (OR = 0.52, 95% CI: 0.29-0.93, p = 0.028). No significant differences in paternal styles were reported. Compared to HC, patients and UHR reported significantly lower maternal care (F(2,729) = 27.51, p < .001), higher maternal overprotection (F(2,729) = 17.00, p < .001) and paternal overprotection (F(2,711) = 9.30, p < .001) (bonferroni-corrected). Among UHR, higher paternal overprotection was significantly associated with higher total PANSS scores (β = .162, p = .045), higher PANSS general psychopathology subscores (β = .185, p = .022), lower GAF scores (β = -.188, p =.021), lower SOFAS scores (β = -.183, p = .024), and worse CDSS scores (β = .210, p = .009). Among patients, higher maternal overprotection (β = .444, p = .022) and paternal care (β = .400, p = .036) were associated with higher GAF functioning. Discussion: This psychometric investigation of the PBI among Asian participants yielded three-factor models, which deviate from the original two factors. Our findings replicate previous evidence of higher proportion of affectionless-controlling mothers among UHR and patients. Lower maternal care, lower maternal and paternal overprotection were reported. Paternal overprotection was associated with worse positive and negative symptoms of schizophrenia, worse social, occupational, and psychological functioning, and more severe depressive symptoms among UHR. Our results highlight the importance of addressing childhood parental bonding issues in early intervention services for UHR. 1 One of the most replicated alterations is decreased electroretinographic (ERG) responses that are observed in both bipolar disorder and schizophrenia. Our previous study showed a diminished rod b-wave amplitude in a small sample of children born to an affected parent. 2 The fact that an anomaly found in patients would also be observed in children at genetic risk suggests a neurodevelopmental origin and may represent a vulnerability marker. Little data exists on the stability of ERG measures in childhood and adolescence. We wanted to evaluate rod and cone ERG response in larger samples of young offspring of an affected parent (HR) and age and gender balanced controls. By comparing a subsample of 33 offspring to controls, we were able to evaluate the stability and change of ERG over time.
T29. ELECTRORETINOGRAPHIC RESPONSE IN YOUTHS AT GENETIC RISK OF SCHIZOPHRENIA AND BIPOLAR DISORDER AND IN NORMAL CONTROLS: TRANSVERSAL AND LONGITUDINAL DIFFERENCES AND IMPLICATIONS FOR THE RISK TRAJECTORY
Methods: ERGs of 71 offspring (mean age of 19 y.o.) and 224 healthy controls (mean age of 20 y.o.) was recorded. From this sample, 33 HR and 26 healthy controls had ERG recordings at 2 different moments (mean interval of 4 years). We then compared the amplitudes obtained at Time 1 and Time 2 in order to assess whether the ERG amplitudes remained stable or varied over time. Results: Congruent with our 2010 report, this larger HR sample showed a reduced rod b-wave amplitude (p<.05). Probably due to higher statistical power, two other differences were found: an increased cone b-wave latency (p<.05) as well as a diminished mixed rod/cone ERG amplitude (p <.05). None of the ERG amplitudes of the healthy controls changed over time. In contrast, 12 out of 33 HR participant showed a variation of more than one standard deviation (either increase or decrease) on the rod b-wave amplitude which was significantly more frequent than in healthy controls (2/26; p<.05). Change in offspring occurred in both directions: some of them had an increased ERG amplitude response that was sufficient to end up in the confidence interval of the controls whereas others experienced a decreased of their rod amplitude over time. Discussion: These young high-risk offspring displayed three ERG anomalies that we have already reported in adult patients. 2 Our finding bolstered the evidence that ERG anomalies observed in patients may have neurodevelopmental or childhood roots. We observed only little variation in the ERG of the healthy controls over time in that early age range and this appears concordant with existing literature. Of particular interest is the finding that rod b-wave amplitudes were diminished in patients and in offspring. The offspring also showed increased variability over time in comparison to controls. Future studies will seek to understand the relationship between the transversal or longitudinal patterns of rod b-wave amplitudes, as an indicator of risk, and the risk endophenotypes previously reported in the children born to an affected parent. 3, 4 
